 SEQ CHAPTER \h \r 1Lymphatic Therapy Services of San Diego

3282 Governor Drive

San Diego, CA 92122
Lymphedema/Lipedema Evaluation
Patient Name:________________________________________________________

Date:_______________________________ Date of Birth:____________________

Height:_____________________________ Current Weight:_________________Weight 5 years ago____

Email Address: _______________________________________________________

How were you referred to us?______________________Physician__________    Oncologist________
1. What is your profession?__________________________________________   
2. Have you been diagnosed with Lymphedema, Lipedema, Dercums?  Yes /No 
3. Who gave the diagnosis?   
4. When did your lymphedema or swelling first occur?_________________________________

5. What is the reason you have swelling or lymphedema?______________________________
6. Triggering factor: trauma, activity, exercises, heat, menses, surgery, radiation, chemotherapy

7. Is there a Family History of lymphedema/lipedema?: Mother     Grandmother   Sister    Aunt
8. Pregnancy: yes/ no                                  number of pregnancies__________

9. Did you have a change of body shape during/ after pregnancy
10. Hysterectomy: Yes     No    Age?__________ ovaries removed?  Yes    No

11. Have you had a history of deep vein thrombosis / phlebitis

12. Have you gone into menopause? Year_________
13. What symptoms are you experiencing at present?___________________________



__pins and needles

__pain

__heaviness




__tightness


__cramps
__dry skin



__burning sensation in limb

__range of motion limitation



__temperature differences between limbs

Chief complaint: Legs swelling, arms, abdomen, other: 

Current complaint:  heaviness, tension, pressure   AM/ PM       Daily/ Occasionally

Pain: location; quality of pain, discomfort:



size differences between limbs
__other, please explain:_______



________________________________________________________



Worse at the end of the day?____________________________________

13. Have you had prior treatment for lymphedema?__________If yes, check which treatments apply.



__surgery

__Manual Lymph Drainage



__compression garment

                __complex decongestive physiotherapy



__antibiotics

__liposuction

     __pneumatic pump

14. Have you had:___cancer

__surgery
                  __injury





            __sentinel node biopsy      __an accident



Please explain:________________________________________________



____________________________________________________________



____________________________________________________________

15. Have you had radiation therapy?  __If yes, what area of the body specifically?



__chest

__under arm

__groin



__other, please specify_________________________________________

16. Are you now, or have you ever received chemo-therapy?___If yes,when?___________

________________________________________________________________________

17. Do you have active cancer?________________________________________________

18. Please list all surgeries and dates___________________________________________

________________________________________________________________________

________________________________________________________________________

19. Did you have drains after surgery?___If yes, were the drains in for more than one week?

_________________________________________________________________________

Did you have infections with the drains?_________________________________________

20. Have you ever had lymph nodes removed?___If yes, how many?



__More than ten nodes



__More than two nodes but less than ten



__One or two nodes

21. Have you ever had a lymph infection?___If yes, how many times?_________________

_________________________________________________________________________

22. Did you take antibiotics for the infection?_____________________________________

23. Has your skin become red and/or hot at any time?_______________________________

__________________________________________________________________________

24. Did you ever leak lymph fluid?______________________________________________

25. Do you take prophylactic (preventative) antibiotics?___If yes, which ones?___________

__________________________________________________________________________

26. Do you or have you ever taken diuretics for lymphedema?_________________________

27. List any supplements you currently take for lymphedema/lipedema:____________________________

__________________________________________________________________________

28. Does anyone in your family have lymphedema/lipedema?___If yes, who?____________________

__________________________________________________________________________

29. Which extremity has the lymphedema?


___Left Arm
___Right Arm
___Left Leg
___Right Leg

30. Do you have swelling in your:


___chest area

___abdomen

___sides of body
___hip


___other, please specify_______________________________________________


___________________________________________________________________

31. Was the lymphedema/lipedema onset, sudden or gradual?________________________________

32. Do you have active cancer?________________________________________________

33. Do you have bronchial asthma?____________________________________________

34. Do you have hypertension?________________________________________________

35. Do you have diabetes which is moderately?___________________________________

36. Do you have allergies? Please list:___________________________________________

37. Do you have any cardiac problems?__________________________________________

38. Do you have any kidney problems?__________________________________________

39. Do you have any circulatory problems?_______________________________________

40. Please list current medications and indicate for what aliment:______________________

__________________________________________________________________________

__________________________________________________________________________

41. Have you had previous or current injuries and or wounds to your affected limb?_______

__________________________________________________________________________

42. Have you had frequent cuts and or scratches to your affected limb?__________________

___________________________________________________________________________

43. Is your affected limb used for repetitive actions?_________________________________

44. Does your job necessitate excessive use of your affected limb?______________________

45. Are you a frequent air traveler?_______________________________________________

46. Do you have range of movement problems?___If yes, please detail:__________________

___________________________________________________________________________

47. Do you have the sensation of a change in size of your affected limb as the day progresses?

___________________________________________________________________________

48. Do you generally experience high stress levels?__________________________________

49. Do you generally have high blood pressure (not controlled)?________________________

___________________________________________________________________________

50. Did you have previous swelling in your limb prior to surgery?_______________________

___________________________________________________________________________

51. Do you have an over-active or under-active thyroid gland?_________________________

___________________________________________________________________________

52. Do you smoke?___If yes, how much?__________________________________________

53. Do you exercise regularly?_____  How often?____________________________________

54. Do you play sports?____If yes, please list all sports:______________________________

__________________________________________
___________________________________________________________________________

48. Are you:
55. Are you: ___a little overweight
___normal weight
___quite overweight  

weight 5 years ago 
Current

___a little overweight 
56. Describe a typical day’s diet:_________________________________________________

A.M.













Mid Day












P.M.













Snacks 












Do you drink alcoholic beverages?









How often?












Do you drink coffee or beverages that contain caffeine?


How many cups a day?



How many glasses of water do you drink daily?







Do you eat dairy?
Red meat?
Chicken?
Fish?



Do you have any cravings?












Check which of the following you crave: __sweet
__sour

__bitter
__salty

How do you feel after eating?










Do you experience indigestion?
Gas?
Bloating?
Fatigue?


How many times do you chew your food?








Do you drink while you eat?










Do you have bowel movements daily?








Do you retain water?











Do you have swelling towards the end of the day?







If yes, is the swelling improved by elevation?






Check off any of the exercises you do.

__swim
__walk

__run

__aerobics
__step class  _ pilates    __gyratonics

__weights
__yoga

__tai chi
__chi gong
other





50. Do you eat fast foods
57. If you were referred, by whom?

49. Describe a typical day’s diet:________________

Name:__________________________________________________________


Address:_________________________________________________________



________________________________________________________________



Telephone:_______________________________________________________
52. May we discuss your lymphedema with you phy
58. May we discuss your lymphedema with your physician?______________________



Physician’s Name:_________________________________________________



Address:_________________________________________________________

Telephone:______________________________________________________







53
If you are treated at this clinic, you will be asked to follow a maintenance program at home. This program consists of:

· elastic sleeves or stockings worn during the day

· bandaging of limb over night


· meticulous skin care

· remedial movement exercises to accelerate lymph flow

· respiratory therapy (breathing exercises)

Are you prepared for such a program?




        Yes  - I agree to do the home care described above
SIGNATURE:_________________________________________________
DATE:________________________________________________________
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